
Cooperation Between Departments
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IN 1952 the Joinit Committee on Medical Care
of the American Public Health and Public

Welfare Associations posed the thesis that
the interests and practices of public health
and public welfare were bringing the agencies
concerned closer together(1). This was not a
new thesis but a restatement that was especially
timely in the light of the Social Security Act
amendments of 1950(2, 3). These amendmenits
made possible federally matched direct pay-
ments to the providers of medical care for cer-
tain needy persons and established the Federal-
State program of aid to the permanently and
totally disabled.
During the past few years, througlh a field
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survey in 8 States and 10 local areas, the APWA.Y
and the APHA have sought to determine what
cooperative activities are conducted in some
official health and welfare departments.

Method of the Study

The States and localities selected for study
were among those in whiclh we might expect
to find an optimum potential for close working
relationships between the departmeents. These
were:

California: Alameda County, city and
county of San Francisco, San Mateo County;
Maryland: Carroll County; MIassachusetts:
city of Quincy; New Jersey: city of Newark
and Essex County; New York: Ulster County;
Oregon: city of Portland and MIultnomah
County; Washingtoni: city of Seattle and King
County; Wisconsin: Rock County and the
cities of Janesville and Beloit.
In eaclh State, we arranged meetings with

personnel in the State healtlh and welfare de-
partments, anid in at least one local area. Oc-
casionally some State personnel accompanied
us on local visits. The meetings were informal
and frequently led into topics which heretofore
had not been considered jointly by the lhealtl
anid welfare staffs.
The typical meeting found top representa-

tion from administration, medical social work
staff from both departments, medical directors
or consultants of the welfare departments, su-
pervisors of public health nursing, and, espe-
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cially fromii the welfare department, staff
responsible for developmenit of policy and
stanidards. Tin one area, only two administra-
tors appeared. At the other enid of the scale,
the chiefs of practically all operatingi iinits ill
both departments met witlh us.

Open-encded, but directed, quiestioninig was
used. Eaclh agency was first asked to describe
its overall program, with particular attention
to the provision of healtlh services to needy
persons. Questions were tlheni directed at re-
lationships in regrard to referral of patients,
exchang,e of information, followups, and con-
tinuity of service. An attempt was made to
call for illustrationis of specific problems such
as services to tubeiculosis patients and to their
families; preventive services to mothers and
children; the determination of incapacity in
aid to depenldent clhildren and aid to the per-
manently and totally disabled anid the appli-
catioin of preventive and relhabilitative services
once such a determination was made. Case
hiistories often were used to illustrate relation-
ships or the lack tlhereof, particularly by the
local agencies.
This more or less clinicail apI)proach w<as fol-

lowed by questioins designed to bringM ouit inter-
departmental relationslhips arisingt, out of
service responsibilities. Since this was gen-
erally the imost suiecessful method of aclhieving
iniformatiol, the presenit report is organized
un(ler serxvice titles.

In the preparationi of this report, we have
(Ilrawni uiponl the meager literature on healtl
and welfare department relationships and also
uipon the knowvledge of agency operations
gailled in work with suclh departments.

Patterns of Cooperation
T[here are inaivy patterns of cooperationi be-

tween lhealth ancd welfare agencies wlich differ
in form and degree. AMost of them relate to
activities somewhlat remote from the recipien-t
of service, and fewv are vigorously directed at
the prime goals of health. AMoreover, coopera-
tion is practiced relatively seldom anid is rarely
explicitly defined as policy.
This is not to say that there is noncooperation

between healtlh ancd welfare staffs. There is
ofteln simply no relationship on the adminis-

trative level. In this connection, Dr. Palmer
De-aringi, Deputy Surgeon General, Public
IHealtlh Service, said before the Conference of
State Public 'Welfare Directors in 1950:

"It is conceivable that an effective program
miglht be developed without any formal provi-
sions for cooperation." Howvever, lhe went on
lhopefully to say tlhat, "if health and welfare
staffs work closely and congenially together and
consult spontanieously wlhenever they deal with
interrelated problems, they wvill inevitably
make plans together and define areas of
responsibility . . . "(2).

Unfortunately, we have founid that maany
health officers specifically avoid the responsi-
lbilities arisinig out of the fact that dlisease is
most prevalent among personis known to wel-
fare agencies. We were told frequently that
the liealth department fearecd being labeled as
ain igency for the indigent if it miiade any spe-
cial provisions for health services to the needy.

Public welfare departnments-dedicated to
the prevention of abnormal depenidency anid to
the achievement and maintenianice of normal,
secure, and productive social living-have the
same objectives as public health agencies.
To he]l) clients realize these goals, the welfare

(lepartmient will require professional help in
the administration of a medical care prog,ramu.
The definition of medical care is a broad one
anid includes many of the personal health serv-
ices -which may be provided by or through the
he(alth departmiienit (1).

"Medical care is essential for individual well-
being. Its objectives include the promotion of
health, the prevention of disease and disability, the
cure or mitigation of disease, and the rehabilitation
of the patient. Medical care for needy as well as
other persons must be geared not only to treatment
of disease but also to preventing its occurrence or
progress. For those needy persons who are already
disabled, all possible use should be made of rehabili-
tation services so that individuals may be restored to
productive living, may cease to require the continued
services of other members of the family, and may be
enabled to live as useful and happy lives as possible
within the limitations of their disabilities."

If preventive services are not known to the
welfare program, if they are difficult to obtain,
or even refused, then the welfare department
will have to establish them. This need has been
acute for some time in regard to child welfare
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an(dl mlla-y sooni be as acute in otlher welfare pro-
grams, such as services for the aged.
Welfare departments are acquiring medical

administrative maclhinery, knowledge, and skill.
They have long beeni concerneld with long-term
illness and disability and with the aged. Serv-
ices for unmarried mothers, for dependent and
foster children, for the aged, and for the pre-
vention of delinquency all involve extended
healtlh responsibilities. The alert healtlh officer
is interested in all these areas and will help the
welfare department find efficient methods of
prov7iding the required services. The coopera-
tive efforts of lhealth and welfare agencies will
improve the healtlh of the entire community.

Public Health Nursing

Public health nursing services are the imost
widely used of the health department services
available to clients of public welfare agencies.
E,xtensive field relationships between case-
workers and public healtlh nurses, for the maost
part, appear to revolve around episodes or
cases. These relationships are generally in-
formal and unplanned, often the result of an
accidental joint visit to a household. In only
1 of 8 States was there evidence of State policy
directed at promoting such relationships except
in the limited field of institutional inspection.
This lack of definition of responsibility general-
ly applies to local agencies as well.
In a number of communities, lhowever, the

services of public health nurses hiave been nmade
available systematically to people served also
by the public welfare agency. In Ulster Coun-
ty, N. Y., nurses from the county health depart-
ment provide bedside care, including injection
of medications, as an extension of the teaching
program, for welfare clients who are home-
bound. Staff nurses obtain information con-
cerning the family and home from the welfare
caseworker. Case conferenices are organiized
by field workers of the two departments on the
iniitiative of either staff. Informal conferences,
apparently more common, also are reported in
the regular work sheets.
Some nursing services also are available at

local nursing stations and at health department
hieadquarters. The increasing caseload among
thle aged has increased the bedside care fninc-

tionis of the niurse although the number of
patients is not great. Staff representatives of
the healtlh and welfare departments have met
to conisider methods of meeting the need for
lhome nursinig service without disrupting the
puiblic health nursing program.
The IUlster County public health nurses bring

advice on nutritioin to welfare families. Nutri-
tionl con-sultation from the State lhealth depart-
m-ent thus serves the local welfare agency in-
directly. Public health nurses also survey
lhealth care of children in foster homes.

This county lhas a well-developed orien-ta-
tion and inservice training program for staff
nurses which draws upon the welfare staff.
Much of the teaching is carried out in case con-
ferences which involve all of the community
agencies related to the particular case. At the
time of our visit, there was no such use of health
department personnel in the public welfare
agency.

Services for Children

State public health personnel participate
actively in both administrative and clinical
services for child welfare. Standards for clhild
care facilities and programs of all types are
often developed jointly. In several States, the
maternal and child health division of the healtlh
department provides medical administrative
and clinical consultation to the division responi-
sible for clhild welfare in the welfare agency.
In AMaryland, a good deal of time has been
spent on how, and by whom, health supervision
should be provided in foster care and adoption
programs. In Wisconsin, requests for conisulta-
tioni lhave been limited to pr-oblem cases, but the
board of health participated in establishinge the
standards for medical care in the foster home
p)rogram, as well as the standards used by the
division for children anid youth of the depart-
ment of public welfare in licensing clhildren's
institutions and day care centers.

Locally, the health department is likely to be
engaged only in direct clinical services-child
health conferences, crippled children's services,
and, to a lesser extent, clhild guidance clinics.
Occasionally these services are operated jointly,
and the crippled children's services may be uln-
(ler the local welfare departmenit. Relationi-
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sliips are probably developed most extensively
iii the crippled children's program.
In many States, services for lhandicapped

chlildren engage both State lhealth and welfare
agencies, and sometimes, other State and local
agyencies as well. Primary State responsibility
for the State-Federal program is in the health
lepartmenit in 32 States anid Territories, in the
welfare department in 8 States, anld in a com-
bined lhealth amid welfare agenicy in 1 State. In
the remaining 11 of the 52 States anmd Terri-
tories reportiiig in 1934, the program is adnmiii-
istered by special commissions (4 States), by
departments of education (3 States), anmd in 4
States by the State medical schlools (4). Where
cooperationi is practiced, relationships muay ex-
tencd to case findin(m, orgmanizedireferral systems,
case coniferences, foster lhoie placement, ac-
ceptance of responsibility for payment for care,
the determination of eligibility, anid clinical
services.

Ill Californiia, the State program of crippled
clhildren's services is a(lmliiistered bv tlhe health
department, but in about half of the counties
the welfare department lhas been assigned re-
sponlsibility by the local board of supervisors.
On request, consultation may be provided by
either State ageiicy wlhose fieldc workers main-
taini an active relationship to determine the best
ways of providing constultation.

In Massachusetts, the public assistance and
child guardianship divisions of the depart-

iient of public welfare have agreed to pay the
costs of care for their clients when crippled
chlildren's service funds are lacking in the de-
partlmient of public health.
In New York State, case finding for the crip-

pled children's program is an accepted responsi-
bility of welfare workers, as well as of health
department staff. As long-termn custodial care
for children wlho cannot be rehabilitated is diffi-
cutlt to locate, problem cases are discussed by
staff members of both agencies. In practice,
most of the relationshiips in New York's pro-
gram are between the State health department
aiid the local welfare departments. The active
suipport of this relationslhip by State w-elfare
department policy is importaiit. The welfare
departments aid in finding foster homes for
liandicapped children. For children who are
iiot found eligible for the Medical Rehabilita-

tioni Program (the crippled children's service
in this State), welfare resources are occasion-
ally called upon to provide services such as cer-
tain forms of orthodontic care.
In North Carolila, financial eligibility for

care under the crippled children's program of
the State board of health is determiined by the
State board of public welfare. This service,
based upon a written agreement, is part of the
State's policy of applying a uniform standard
of eligibility for health services at State ex-
pense. In addition to investigation and certifi-
cation of eligibility, the State board of public
welfare ag,rees to assist with case finding, to
provide transportation for patients to and from
clinics anid lhospitals, to help in locating special
equipment and services wlhen crippled children's
funllds are limited, and to provide casework serv-
ice to the patient and family in the adjustment
to long-term treatment. These services are pro-
vided through the county welfare departments
under in-structions preparel by the State board
of public welfare acnd reviewred by the crippled
chlildren's department of the State board of
lhealtlh (5). Similar agreements define the re-
sponsibilities of the board of public welfare in
relation to the cancer program of the State
board of health; tuberculosis sanatorium care
provided by the North Carolina sanatoriums;
correction of defects under the school lhealtl
program of the board of public instruction.

Tuberculosis Control

The association between tuberculosis and eco-
nomic deprivation calls for vigorous measures
to prevent infection and to treat patients served
by welfare agencies. In this area of commuuni-
cable disease conitrol, interdepartmental coop-
eration is highest, particularly between local
agencies.
In their 1950 reports to the Public Health

Service, 11 State welfare departments reported
some type of tuberculosis control or hospital-
ization responsibility (6) although major re-
sponsibility rested with the State health depart-
ment. It would be reasonable to expect some
kind of relationship between these two State
ageiicies concerning their responsibilities for
certain tuberculosis control activities. Never-
theless, the annual report on State tuberculosis
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control programiis for fiscal years 1954 and 1955
(7) notes as one of the continuing administra-
tive problems "lack of coordlination of program
activities amonig all interested State and local
agencies."

Cooperation in disease control by State agen-
cies was not evident during, our visits. One
agency head feared that any notification to wel-
fare clients of the availability of preventive
services could be considered coercion and there-
fore was not ani appropriate public assistance
activity. A welfare client, lhe thoughlt, should
lhave the normal opportunity to find out that
a chest X-ray survey was due in h-is neighbor-
lhood and any action by the public assistance
agency concerning the survey might make the
client feel that he had to have an X-ray.
In Wisconsin, lhowever, wlhere the State anti-

tuberculosis associationi and the State board of
health cooperate in sending mobile X-ray units
around the State, eaclh county welfare depart-
ment is informed, thlrougl the State welfare
department, when the unit is comingr. All pos-
sible channels are used to encourage county
agency clients to use the service. The latest
tuberculosis control report of the Wisconsin
State Board of Healtlh notes that nursing homes
are receiving special attention. Oregon also

reported special efforts in regard to nursing
homes with indigent residents. In this State,
representatives of both State boards confer to
arrange care for tuberculosis patients.
We found that few local health departments

have encouraged the welfare departments to
give new clients a chest X-ray. A somewhat
larger number of departments, State and local,
notify local welfare agencies of chest survey
schedules and help them achieve a high level
of client participation. A few health depart-
ments lhave conducted campaigns to find tuber-
culosis among residents of nursingr lhomes,
homes for the aged, and lodcging houses for
single men. Health departments not infre-
quently provide X-ray facilities, as well as tests
for syplhilis, for screening, possible foster par-
ents or operators of child care facilities.
Routine health examinations for personnel of
other care facilities, or for health or welfare
department staffs are relatively rare.
After diagnosis, coordinated services are

needed to help a patient to recover. The pa-
tient and his family lneed to understand the
disease and the treatment program. The pa-
tient requires knowledge of his family's status
and assurance that they will not be neglected.
With the patient under hospital care, there

Facilities for Research in Health Related Sciences
The Health Research Facilities Act of 1956,

signed by President Eisenhower on July 30,
1956, authorizes the appropriation of funds
not to exceed $30 million for each of 3 years
to assist in financing the construction of facili-
ties for research in the sciences related to
health. The act defines these sciences as in-
cluding medicine, osteopathy, dentistry, and
public health and the fundamental and ap-
plied sciences when related thereto.

Assistance will be in the form of grants-in-
aid to public and nonprofit institutions. The
Federal Government's share is limited to not
more than 50 percent. Costs for the acquisi-
tion of land or off-site improvements and
obligations made prior to the award of the
research grant are not creditable for match-
ing purposes.

The Congress has appropriated the first $30
million to the Public Health Service. The
funds are to be used, as the act specifies, in
providing either or both (1) additional re-
search facilities through the construction and
equipping of new buildings or (2) the expan-
sion, remodeling, alteration, and equipping of
existing buildings.
A National Advisory Council on Health Re-

search Facilities will establish policies and
approve regulations for the administration of
the new program. A grant-in-aid must have
approval of the council before it can be
awarded by the Surgeon General.
The Division of Research Grants, National

Institutes of Health. Bethesda 14, Md., will
supply application forms and any information
requested.
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should be periodic reports to and from the com-
munity agencies concerned with the patient
and his family. Case conferences to set re-
habilitation goals and make appropriate pre-
discharge plans smooth the path back to active
life. Whlen care on an ambulatory basis be-
comes possible fromo a clinicial point of view,
social, economic, an(d public health problems
which staand in the way of such therapy must
be solved by coordiinated efforts.
The integrated service of a combined local

department of health and welfare, as in San
Mateo County, Calif., has pioneered in meeting
the needs of patients with tubercullosis. This
department is responsible for the county insti-
tutions as well as for the full rangre of public
health and public welfare services.
The entire tuberculosis control program is

under the medical director of the sanatorium,
to assure continuity of service from case findingc
and diagnosis through followup. A full-time
public liealth nurse at the sanatorium keeps
liaison with the field staff. Problems relating
to the treatment plan for a patient are usuially
worked out in the district bv frequent ancd in-
formal meetings between the puiblic health
nurses and caseworkers.

If difficulties require administrative consid-
eration, the family is brought to the attenition
of the supervisors. Medical consultation is im-
mediately at hand. The staff confers on pa-
tients under care twice each month. A repre-
sentative of the social service division- partici-
pates whlether or niot the patient receives public
assistance.

Planning, 2 to 3 monitlhs ahead in anlticipationi
of discharge from the sanatorium applies to
every public patient in San AMateo County. The
sanatorium itself has a rehabilitation programii
in w-hichl a representative of the district office
of the State buireaui of vocational relhabilitation
slhares. Psyclhiatric services also are pr ovided.
Tlhanks in large part to the relationslhip estab-
lislied by the departmient in this program, anl
iunuusually low proportion of patients leave the
salnatorium against meidical advice.

Services for Chronically Ill and Disabled

In most coinimunities, unfortunately. relal-
tionships ini regar-d to chrollic (lisealses aulnd adult

relabilitation are not strikinigly different from
relationslhips in regard to disease control, with
at fewv possible exceptions.

Basic Studies for Progwna Developrnent
In two States noted for their chronic disease

programs, California and New York, depart-
ments slhare actively in basic studies for pro-
gram development. New York State studies
have been concerned witlh the extent of chronic
illness and disability. In California, the di-
rector of the State department of social welfare
served on the advisory committee for the
chronic disease investigation conducted for the
legislature in 1949 by the State department of
public healtlh. Welfare directors of 38 coun-
ties contribute(d their experience as well. Wel-
fare officials conitributed also to the 1954 health
survey conducted by the chronic disease service
of the State departmiient of public healtlh.

Mlutual Support of Legislation
Cooperation on legislation, thouglh somewhat

rare, was noted in several States. Developmiient
of the Lemuel Slhattuck Ihospital in Boston,
operated by the MAassaclhusetts Department of
P'ublic Healtlh, miay be credited to the joint
planiiing, of the lhealtlh ani-d wvelfare departments
aniid to their mutual assistanice in preparingf and
suipporting legislation required for its construc-
tionl. Tlis lhospital for persons with chronic
diseases is a base for botlh service and research.

Case Finding
Case finding is not widely practiced in wel-

fare departments except in relation to commnu-
nicable disease. For example, no State welfare
(lepartment in 1950 reported to the Public
Healtlh Service responsibility for diabetes coIn-
trol (6) ; only 7 State welfare departments re-

ported contributing, to lheart disease control;
8iily8 to cancer conitrol. Tlis listing, lhowever,

(loes not cover "unofficial" responsibilities.
Massachusetts, for example, is not in-cluded al-
hliouthl the State lhealtlh department's 26 tuimor
clinics regulaily refer to the welfare depart-
]nent cancer patients wlho require and are un-
able to afford long-term care.

Wlhile welfare departments do play a part
in case finding, for certain comilmuniicable dis-
eases, lmlost welfare staffs (do not yet lhave suffi-
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cient knowledge to be an effective case-finiding
instrument for the noncommunicable chronic
diseases.

Deterninationt of Disability
Healtlh department clinics in ortlhopedics,

Aveniereal disease, rheumatic fever, chest diseases,
and cerebral palsy often help welfare depart-
ments determine a client's disability. The gen-
eral medical services, including clinics, of about
70 local health departments across the country
are the major or sole source of medical care
for welfare patients in these areas. A few of
these departments, such as the Baltimore City
Health Department, have attempted to work
toward the prevention of disease, especially
chronic disease, by offering physical examina-
tions. A few, such as the health department in
Newark, N. J., have disability evaluation units.
Ancd lhere and there, a local lhealth officer serves
as medical member of the welfare department's
review team for eligibility for aid to the
disabled.

Rleh7abilitation
Atggressive concern witlh rehabilitatioin is a,

relatively recent development in velfare work
(8), enicouraged uncdoubtedly by the newest cat-
egory of public assistance, aid to the periila-
nently and totally disabled. Accompanying
this new interest, however, is a certain feeling
of frustration due, no doubt, to many long years
of failure to obtain rehabilitationi services for
public welfare clients. Ilence, a few welfare
departinents have developed their own rehabil-
itation programs (9).
For most departmenits, this choice is nieither

wise nor possible. It ignores the resources of
the local healtlh department for the develop-
ment, application, and coordcination of rehabili-
tation services. Certainly the public lhealtlh
staff can help welfare workers concerned with
rehabilitation problems by interpreting the
social meaning of medical findingys anid ac-
quainting them wvitli tlhe medical aspects of
rehabilitation.
There are a few places, lhowever, where lhealtl

departments have put their long experience
with habilitation and rehabilitation of crippled
children to effective use for all age groups. We
know of only one State wlhere this is policy:

Washlinigton, where every local healtlh officer
serves as medical consultant to the district voca-
tional rehabilitationi counselor. Weekly meet-
ings serve the day-to-day administrative needs
of the vocational rehabilitation program. In
addition, monthly conferences include any other
local agency with an interest in a case on the
agenda. The State health officer feels that this
arrai gemnent lhas been successful.
The California State Department of Public

hlealtlh has been of help in the development of
policies and procedures for improving oppor-
tunities for rehabilitation among the disabled
parents of recipients of aid to needy children.
The detailed story of the several interrelated
projects involving the State department of so-
cial welfare, the bureau of vocational rehabili-
taltion, and the department of public healtlh is
told in a series of puiblications (10-14).

Institutional Standards and Licensure

Probably the best developed cooperative
relationships at State level revolve around in-
stitutionls, particularly their licensing. Infor-
mation obtained from 44 States in 1953
indicated tlhat in 30 States the lhealth depart-
ment had legal responsibility for the program
for all institutions serving older people (15).
Six States assigned to the welfare department
the accrediting program for all such institu-
tionis. And in eiglht States, responsibility was

assig,ned to the lhealtlh or welfare department
according to the nature of the institution. The
1950 State lhealtlh department reports to the
Public IJealtlh Service inidicate tliat, wlhile
healtlh departments lhave major responisibility
for licensing medical inistituitions in most of the
States, welfare departmeints are responsible for
most clhild care facilities in the States whlere
there are licensing pirovisionis; ainid in a few
States, the welfare agency is responsible for the
general or special hospital facilities (iG).
Expert guidance, consultation, and field serv-

ice from personnel skilled in healtlh and social
services are required if programs of licensure or
otlher forms of accreditation are to be more than
perfunctory. Both health and welfare agencies
know that licensing can be a "tool" to achieve
a higher level of care and service. General
health care, rehabilitation, the prevention of
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secondary disability, acciden-t prevenition, the
uise of niursing, niuitritioii, aind social services, all
call for their joinlt attention.

Cooperative efforts range from conitriactual
aagreements to informal but regular visits by
fieldl personnel of the licensing agrency to the
local lhealtlh or welfare office for exchangre of
infoIrmation. Joint action may include:

* Definition and(: appproval of stancdards.
* Assignment of responsibility for various

aspects of the inspection anid licenlsilng program.
* Development of an educationial progiram

for the participatinlg ag,encies, tleir local op-

posite numbers, ancd for the operators of facili-
ties.

* Exclhange of information relatilln to the
licensed facilities.

* Coordinated efforts whleln niecessairy, for
enforcement of the licensing lawr an(d regula-
tions.

These activities mnay be based on lawv or they
mixay growv out of contractuial agreements. In
somle places, the policy of eacl agency specifies
working with other agencies to meet the respon-
sibilities assigned by law or custom to onle or' the
otlher agency. AMost commonly, howevNer, these
joinlt activities, as do so many otlers, rest on
the autlhority of custom.

Onie of the successful statutory requiremiients
for sharillg lesponisibility in an1 institutionial
licenisillg programn is founiid in Kansas. WAdult
boalrding lhomnes," w-hich include proprietary
slkilled nlulrsinig. l)ersonal care, and siliple
slhelter facilities, are license(d bv the State de-
partment of social welfare. Trhe law calls for
the lpalticipation of the State botard of health
anlfl the State fire marslhal as wi-ell as couinty
lealthi aidl welfare deparftmienits and the local
fire and(I safety aauthorities. Child cure facilities
arc liceniSed by the State board of health inI Con1-
juinictioni wNith State andCi locail agenci*es indicated
abov-e. In eaclh area, teals joilntly insl)ect the
lhoml-es. Tlheir visits are suppleimented by calls
by incdiv-idual team-zl members to lhelp the h1omi1e
adininiist r'ator.

In Sedgwick Conniity, interdepartmlIental
mneetings lhav-e grown out of the licenisiln l)ro-
graini. At these ineetings, boardlingr lhomile mntlai-
ageinient anid care of tlheir resi(leilts, anid clildl
welfare aind cllild care facilities (ale d-izcussed.

Eveni in this apparently well-planned dev-el-
opmuelnt, how-ever, a recent study of the attitudes
of public liealtlh niurses in the adult boarding
lhome programl- rieveals comiiplaints of over-
lapping responsibilities, difficulties witlh repre-
sentatives of otlher ageiicies, slihlits to profes-
slonial prestige, and administrative failure to
lheed their professionial juidgm:ienits. Nevertlie-
less, this joinlt progrslam lhas iiimproved and in-
crease(d agency services to recipients of public
assistanice and lhas certainly increased the quani-
tity of prevenitive lhea]tlt serv-ices maade directly
available to these recipients (17, 18).
In California, a tripartite agreement on-

stanMdards aned licensure resl)onsibilities is ob-
servedl by the State departmenits of plublic
lhealtlh, social welfare, anid mi-iental lhygiene ini
regard to slheltered care for older people. The
au,reenienit results fioml a policy of workilng to-
(retlher to define the tasks that ar ise from respoin-
sil)ilities assignied by law to one or another de-
partinenit; to outline the know-ledge, techlical
skills, andCI conitacts of each department wlhichl
couldl lhelp the assigned agenicy to mneet its ob-
ligationi; ancd to agree on the use of all of the
clpl)ropriate resouirces. Actually, joint confer-
ences in this State preceded the writing of the
law, to assist the legislature in preparinlg the
reqlluisite legislationi. Suclh conferenices are a
regular feature of interagency relations in the
California State Government. AMutual suipport
of legislative programs and budcget requests,
based on ulderstan-ding aned an appreciationi of
commloln iinteiests, is a natural outgrowth of this
policy.
Oregon also offers interesting exainples of

interdepartmnental institutionial services. The
State l)oard of lhealtlh licenises nursinog lhomes
and(l peiiodicallv circulates a list of licensed
lhomes to the State anid local welfare dlel)art-
mellts, a service that is by no mneanis comim1ion1,
howi-ever elementary. The field staff of the li-
celnsing divisioni visits the county welfare offices
to learn wh-liat the staff knows about care in local
nuI'Sillg lhomes. This productive relationslhip,
aItltouglh founld in a iimiiiber of States, is often
overlooked even in States witlh well-developed
relationships in otlher areas.
The criteril for rates of pav)ayent to nursingo

hoomes w+ere developed by the Oregon Public
W1'elfaire Commilission with board of lhealtlh coni-
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sultatioii to relate payments to services needed
andC received.
Day care centers for children, a responsibility

of the Oregon Public Welfare Commission,
muist have standards certified by the board of
lhealth to be eligible for monthly State aid.
Group care homes for mentally and physically
haandicapped youngsters, licensed by the board
of lhealth, must meet standards set in part by
the public welfare commission.
In Maryland, an interdepartmental commit-

tee sets criteria for rates of paymnent by the wel-
fare department for nursing home care. A sim-
ilar joint commnittee, with representation from
health, welfare, anid education develops stanid-
ards for the licensure of day care centers in
Maryland.
In AMassachusetts, day care facilities for clhil-

dren, licensed by local healtlh departmiients, uise
standards developed by a joint commaittee of the
State departments of public health, public wel-
fare, mental health, and education. Consult-
ants of these departments are available to the
local areas on request through the district of-
fices of the State department of public lhealtlh.

Illiniois provides anotlher "example of the way
in wlichl the lhealtlh aiid welfare departmenits
cani work togetlher to imiiprove the service pro-
vided." Time State department of ptublic lhealtlh,
the licenising agency, sends to the public as-
sistance agen-cy copies of all letters to individ-
uals operating or plainning to establislh nursingr
lhomes. Tris eniables the State public assistance
agency to exchange informuationi wi-ith county
welfare dlepartmenits conicerning nursing lhomes
wlhiclh lhave been or are about to be licensed.

Nine Grants for Hospital Research

Nine grants totaling $367,182 for new re-
search and demonstrations in hospital serv-
ice and administration were announced in
July by the Public Health Service of the De-
partment of Health, Education, and Welfare.
The research is aimed toward improving

the care of patients in hospitals and health
facilities, reducing costs, and helping to make
the benefits of hospital and health services
more widely available.
The University of North Carolina School of

Medicine, Chapel Hill, will study the referral
of patients from rural areas to the outpatient
clinic of the university hospital.
The University of Tennessee College of

Medicine, Memphis, will demonstrate how a
coordinated hospital plan for the entire State
can be developed.
The University of Michigan, Ann Arbor,

will initiate two projects: (1) A study of how
the organization, staffing, and procedures in
20 Michigan hospitals are related to the type
of care the patients need and receive, and (2)
a study of the relationship of administrative
and supervisory practices in hospitals, motiva-
tions and job satisfaction of the employees, and
effectiveness of job performance and organiza-
tion.
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St. Louis University, St. Louis, Mo., will
develop a program of graduate study in hos-
pital administration at the doctorate level for
advanced students to carry on research.

Columbia University School of Public
Health and Administrative Medicine, New
York City, will study the influence of different
patterns of organizational and community
relationships and of new hospital construction
on the quality of medical, hospital, and related
health services.
The Council of Jewish Federations and

Welfare Funds, New York City, will study the
coordination of the facilities of the general
hospital with the resources of other medical
and related community services.
The Minnesota Department of Health, Min-

neapolis, will initiate a project to demonstrate
how the quality of service given patients in
State hospitals can be improved through the
development of methods for inservice train-
ing.
The American College of Physicians. Phila-

delphia, will study methods for minimum
standards of quality and efficiency for evaluat-
ing the practice of internal medicine in
hospitals.
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Obser-vations of the public assistance visitor aind(
of physicians who treat puiblic assistancie clients
are transmitted to the healtlh dep)artmlelnt. The
two State acgencies have cooperated, wlheni iiidi-
cate(l, in revokinig or refusing, a license. This
close cooperative arrangement has helped to im-
prove the quality of care in the conmmercial ancd
other nursing homes in the State (i9a).

Local departments of lhealtlh uisually lhave
linited relationships with State inistitutional
licensing programs whether they be adininis-
tered by the State lhealtlh, welfare, or other
ag,ency. The local department may serve as a
souirce for a saniitariani. On the otlher lanid,
couinty welfare departmenits aire ofteni prime
sources of information on nursinge lhomnes ancd
similar facilities, even whlen the State licensing
program is adminiistered by the lhealtlh dep)art-
nieint. UTnfortunately, tlere is rarely a two-way
flowv of informationi to eniable thle local agenicies
to know what recommendtations lhave beenl mlla(le
to institutions, what disciplinary actioni is
pendiing, or whlichl facilities are currently
aplprovedl.
New York provides a niotable exception to

this generalization. Here the State (lepartmeiit
of social welfare adiministers the "approval'
program for nursing homes and in addition
sonie counlty lhealth departments license these
inistitutions. To lhelp maintain the positive di-
rectioni of these parallel accrediting programs, a

wvorking ag,reement has been developed between
the respective authorities.
The report of a recent APHI study of the

clhronic disease activities of selected local healtlh
departments states that 72 departments (of 187
selected for study) license institutions caring
for persons wvith long-term illness or disability.
Seventy-one said that they participated with
otlher coiimmunity agencies in establishing stand-
ards of care ini these inistitutions. Few in-
dicated a solitary role in standard-settinig. The
report will be presented at the annual meeting
of the American Public Health Association in
November 1956.

Nutrition Consultation

Nutrition consultationi is a popular and use-
ftil inistitutional service which crosses depart-

mnental lines (20). TheAPHA study reported
that, of the departments selected, 70 offer such
consultation to institutions caring for the
chronically ill and disabled. Forty of these de-
partinents employ a professional nutritionist;
the otlhers presumably draw Uponi a State con-
sultant or upon their public health nuiirsing staff.
The Nassau County (New York) Healtlh De-

partment lhas a unique featuire of teachling nu-
trition in a, program dlirected generally at im-
provement of service in nursing lhomes. A1 local
licensure provisioii assigins to the department
respoinsibility for setting standards and licenis-
ing nursing lhomiies. The conisultant services of
a nultritioinist from the State departmenit of
ptublic health are available to the local depart-
ment and there has been some direct service
to nursing homes from the State hea]tlt depart-
menit personnel. AMedical consuiltation relating
to diet is available withlini the counity depart-
ment. Results of the Nassau Counity program
with respect to food practices, safety, and nlurs-
in(g care confirm the usefuilness of this educa-
tional approach (21).
The Illinois Departmen-t of Public Healtl

also maintains a nutrition consultation service
in its licensing program (22). In Mlaryland
and(I AWisconisini, nutrition consultation is offered
not to institutions but to the welfare depart-
menit staff concerned with standards and licen-
sure for children's institutions.

Payment for Institutional Services

Although public agencies lhave a growinig re-
sIon'sibility for payment for institutional serv-
ices, no one of the agencies is likely to have a
staff adequate to ascertain that the, public
moinies are well spent for institutional care. In
many States, each agency putrchases such serv-
ices separately, with resulting annoyances anid
iniequities to the instituitions, and duiplication of
effort. It is an unfortunately common practice
to pay higher rates for the care of bed patients
than for patients who get out of bed with or

'-ithout aid. (We do not recommend decreases
in such payments. Rather, in view of the gen-
erally low and unrealistic rates of payment to
iiursing homes, we would call for the eventual
application of the principle of payments based
oni the costs of care.)
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Tlhere are several examples of cooperative
action relating to the rates of payment to lhos-
pitals and related facilities, suclh as the joinit
commiiittees for nuirsing homes in Oregon anid
Maryland mentioned above. Rates paid by the
New Hampshire Department of Public Welfare
also ar-e based on a classification of nursillg
homes by the State board of health.

In tw-o States, interdepartmental committees
rel)resenting the major purchlasers of general
hospital care lhave agreed upon methods of es-
tablishing hospital paymnent rates. In Illinois,
sueli a committee has operated successfully fol
the past 11 years (19b). Tlheie the State de-
partmenit of public lhealtlh, the public aid com-

mission, the division of services for cripple(d
childreni of the Ulniversity of Illinois, aind the
State division of vocational rehabilitation use
the sanme Technical Advisory Committee on- the
Puirchase of Hospital Care. AMembers are hos-
pital administrators representing the Illinois
Hospital Associationl wlio meet periodically
with representatives of the four paiticipatiln
agencies to advise oni a cost formula anld pay-
ment agreements. The State departmnent of
p1lblic lhealth provides staff, collects and ana-
lyzes the cost reports, certifies the cost figures,
ain(l classifies the lhospitals. Each agency tlheni
agrees to pay hospitals on the basis of the cer-
tified costs.

In New York State, a similar plan is co-
ordinated by a Hospital Rate Advisory Comn-
mittee witlh representatives from health, wel-
fare, educationi, mental hygiene, and the execui-
tive departmenits. The bureau of researchl and
statistics of the department of social welfare
makes the necessary statistical comnputationis
aind certifies rates to eaclh agency.

Rates paid to hospitals in Massachusetts bv
the department of public welfare are based oni
a formula and procedures for cost anialysis
worked out by the departnment of lhealth ancd the
State hospital association. In Virginial, the
State department of health reviews and certi-
fies hospital cost analysis for the department
of welfare and institutions and tlhe division of
vocational rehabilitation aind advises on hos-
pital administration and licensure.

Interdepartmental services related to insti-
tutions appear to demonstrate the only clear-
cut and consistent collaborative use of the skills

of State lhealtlh aiid welfare departmients. But
thleir potential for improvement of institutional
services to peol)le has barely been tested. Nor
hlave they beemi used sufficiently to bringc the
resources of the two agenicies together to con-
sidem otlher arelas of imututal concern.

Consultation Outside Institutions

Conisultationi services ar e bvy no mneans rle-
stricted to the inistituitionsal settiiimg. Ini the
AVPHA study already mentionedl, 12)3 loc'al
lhealtlh departmenits (of 187 respondenits) said
thliat they provide consultation to the local wel-
fare departiment. And 125 dlepartmeiits iid i-
(ate(l that tlhey receiv e consultative services
fromn the welfare departml-ent. Only 34 lhealth
depaitmenets of 187 with some kind of active
clhronic disease progranm employ tleireONv'u so-
cial workers. B3uit another 123 departmenits use
social work selrvices obtained throughli somile
other ag,enicies.
Asked whetlher the health (lepartiiienit ad(l

knowle(dge of the welfare department policy oni
food expeniditures, four- healtlh departments
said that the information was not available
froimi the local welfare departmient. Forty-one
of the 187 lhealtlh departmenits did not lhav-e the
information.
In Quiincy, Mass., oni the otlher lhanld, the

lhealtlh department nutritionist lhas been an ac-
tive participlant in public welfare programs, as-
sistingy in tr aining^c caseworkers and conisultiing
oni special diets. Slhe has visited witlh case-
woorkers at lhomes wlhere large families witl
sinall budgets nieed advice oIn food selection.
The bureau of nutrition of the New York

State Department of Healtlh, in addition to pro-
viding consultation to the State departmiient
of social welfare, lhas helled to brinig togetlher
local puiblic lhealtlh niurses and caseworkers for
education oni food budgeting and niutrition.
State nutritioniists lhave also served as consul-
tanlts to local interagency conferences of pub-
lic lhealthl nurses, caseworkers, and casework
suipervisors concerned with specific families and
tlheir diet.

General Administrative Services
The Califoriiia rehabilitation project men-

tioned earlier (14) was designed not only to
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exteind the use of relhabilitationi services but
nlso to demuonistrate the advautacges of regulair
ine(lical consultation to the public welfare pro-
gram, and to call the attention of local depart-
imients to onie of the ways of obtaining conisuilt-
aiit services. A contractuial agreeimenit between
the State departmeiits of public lhealth ancl
social welfare calls for the full-tiime assignnment
of a medical officer to the welfare departlmienit.
New York State also offers exanmples of effec-

ti-e sharing of professionial persoinniel. A
lhealtlh departm-ienit nutritioin consultanit pie-
plared a special diet mianuial for the department
of social welfare and is available for other serv-
ices. A dental consultanit is detailed froim the
lhealtlh departimenit to provide services on a part-
timne basis. And, in an instance that is still
ullique, a deptuty commiiiiissionier of lhealth lhas
b)een assiolne(l to the departinent of social wel-
fare full timie as director of imedical care. He
has ready access to the resources of botlh (lepart-

ments, ttends staff meetings of botlh organliza-
tions, andl acts as inteipreter of the programiis
of botlh -agencies. The backgrouind of public
lhealth adminlistration has made itself imainifest
in the iimedical care program for the needy,
notably in rehabilitation services, in nulirsilng,
lhomiie care, aiid in plhysicians' services.
The State departinent of social welfare hlas

Vigorously supported requests of the lhealtlh le-
p)artment for social work staff. It lhas lhelpedI
to draw up standards for suclh staff and has
invited health department medical social work-
ers to participate in semiiannual meetings of its
owni meldical social workers. The medical social
serVice clhief lhas provided orientation sessioiis
oni the welfare program to the puiblic lhealtl
nurses of the departmient of public lhealtlh.

Alanly State agTencies fail to pirovide staff
orlienitationi in piogroVlamls of related agencies, Iot
to miiention their owni. Everyone appears to
ag,ree oii the nieed for- suichl orientationi an-id most
rulefully aliiilt there lhas niot beeii timie to carry
ouit adequate orientation- in their owmi program.

Amoiing (levices foir .achievingc knowledrge of
programs of othier agell(ies is the joinlt Coill-
mittee, such as the :New York State Interde-
p(artmental hIealtlh IResoti rces Boar(d witlh irep-
r-esenitatives from the dlel)artliients of ediicati on,
lhealtlh, mental bygiene, correct iou labor, anid

social welfare; the Workmen's Compensation
Board; ancd the Joint Hospital Survey and
Planninig Commission. Committees of the
boarcd provide a maclhinery for joint planniing,
coordiination, and consultation. Otlher interde-
partiiental bodies, not part of the State inter-
departmnental healtlh council but witlh lhealtl
anid wi-elfare participation, incltude advisory
conimittees to the departmnent of mnental lhy-
giene anid to the State Youtlh Conimnissionl.
None of these bodies is simplyv a paper rep-

resentation. All have been concerned with
planning and consultationi anid witlh joinlt stuldies
ancd legislationi. The State plan-i for clhronic
disease and rehabilitation facilities was tlhus
jointly developed, as was also the rehabilitationi
program for adult public assistance recipients
at the rehabilitation hospital operated by the
State health department.
Local services amid activities affecting adnmin-

istr-ationi of both lhealtlh and welfare depart-
ments have beeni mientioned above mniider pro-
grrain titles, suchl as the use of joint staff conl-
ferences concerning patients witlh tuberculosis,
chiild care, or for the definition of relhabilita-
tion objectives for a patient. Stulih conferences
for the soluitioni of clinical problemus plavy an
important part in administration per se. Thley
are, in tlhemselves, manifestations of adminis-
trative policy. Case conferentces serve also to
briingr people ancd agenicies to(rether, to unider-
stancd one anotlher anid to exchange ideas ainid
information. Often, the conference resuilts in
the definition or clarification of broad policy.
A nmeeting of the Suffolk County (New

York) Tlealtlh anid Welfare Departmnent staffs,
about 2 years ago, slhowedhlow multiple dceiii-
onstr-ationi case conferences in a workslhop set-
t i ng lhelp achliev-e 'iiiore efficient interaigency
referral and coiminiunication systemiis" (23) aiid
more liirect conitact amongc staff members. As
a restult, a joinit committee was foIrmlied to inter-
pret eaclh agrency's progress "aind to develop
furtlher teclniqltes for a better uniideistandinig
of each agrency's progranl," wi-itlh cois-equent iii-
crease and imrproveinent in referrals to both
agoemicies.

Joint coimmittees amid active men-ibership in
coimmunity councils of social agenicies are f a-
miliar methods of approachinig common)pLob-
lenis. They may be used also as the settinig for
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joinlt planningi. Joinit coilmittees on nutitrition,
aging, adoptionls, mliental healtl, rehabilitation,
anid nursing, lhomes aIe amongy the usuial ones.
Council committees on housing, on dletermina-
tioil of medical indiigency, ancd on meidical care
for the needy are niot unicommoni in comiinii-
ties enigaged in evaluation of lhealth and welfare
services.
In additioni to their technical consultationi

services, healtlh departmuent representatives
may serve oni the advisory committees of the
public welfare program and on the board it-
self to encourage a preventive approach in both
lhealtlh and welfare programs.

Comparison of State and Local Relationships

Relationslhips between State health and wel-
fare departments, whether established by law,
con-tract, or verbal agreement, are more likely
to be in the administrative area than in the
area of direct service.
In local departments, direct service produces

the greatest evidence of joint effort although,
for the most part, cooperation is personial rather
thani official. This relationship could be broad-
ened and made more effective by formal State
aind local policy.

Conclusion

Five years ago, former Surgeon General
Leonard Scheele (3), speakinig to the American
I'iblic W1'elfare Association, said:

At any gathering of health or welfare people, the
need for a cooperative attack upon interrelated prob-
lems is likely to be discussed. Public health people
talked about it extensively at the recent American
Public Health Association meetings in St. Louis.
There is an equal eagerness among social workers.
Yet, after the meetings are over, a cold, analytical
look at actual operations in local communities and
throughout the Nation shows that the "trend" toward
cooperation is painfully slow. From the standpoint
of structure for cooperative action, these organiza-
tions seem to be almost as far apart as they were in
the days when welfare meant an occasional coal or
grocery order and when public health meant a rcd
placard on the home of a scarlet fever patient.

Although ouir cturren-t report describes pat-
terns of cooperation amiiong ouIIr State healtlh
a1n(ld welfaiLe agenicies, Dr. Schleele 's statement

of 5 years agro still applies. It is our imupres-
sioIn that we have yet to reachl the followini-Ig
fouir goals of joinit activity:

1. Application of the ncrmal program of the health
deportment to the welfare population through active
cooperation with welfcre departments.

It mav be necessary to modify or extend serv-
ices witlhin the range of knowledge, skills, and
budgret of the lhealth department in order to
meet the lhealtlh needs of the welfare popula-
tion. Meeting these needs may, of course, result
in establislhing an effective program of disease
prevention.

Since ill lhealth and disability ranik so hiigl
amiiong the causes of dependency, there is a
moral responsibility and, in many instances, a
legal responsibility to make healtlh services
available to the population in nieed.
The role of the welfare department in aclhiev-

ing the full application of tlle program of the
healtlh department to the welfare populationi
riequires active encouragement of welfare
clients to use health services, especially preven-
tive services. WVelfare agencies do not liesitate
to offer advice on a family budget or the food
content of the diet possible witllin that budget.
The relationship between client and ag,enicy
offers aIn equally good opportuinity for adv-ice
on wlhen and how to use health services.

2. The development cf appropriate health promo-
tion and disease preventicn activities in the welfare
program itself.

AX milajor responsibility of the health officer
aind hiis staff is to aid the welfare staff in identi-
fyinlg anid developing areas in the welfare pro-
grainl whlicll canl serve to promote, protect, and
restore the lhealtlh anid social usefulness of tlhe
people wlho comne to the department for lhelp.

First an-id pirobably most important is intake.
Initake offeis the ideal opportunity to deter-
minie the lhealtlh status and needs of the potential
client. This is the clhance, usuially neglected,
to mak-e pireveentive lhealth services available as
well as to establish a medical plan for the person
aind faimily- ini need.
Once the welfare departitment hias acceptedl

the clienit for service, the avenues toward lhealtl
services are ii-aniy anid the guide is usually the
caseworker. The aclhievemienit of lhealtlh by the
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client, therefore, depends in large part upon the
caseworker's alertness to the clientfs health
needs and the worker's knowledge of the com-
munity's health resources. The welfare de-
partment needs the help of the health depart-
nient in providing the orientation and knowl-
edge necessary to create a high level of health
interest among its staff. In our experience,
welfare departments rarely call upon their
health colleagiues for suichl lhelp.

Surely it is important for the caseworker who
enters the client's home to be alert to the health
status of the entire household; to try to ascer-
tain what hazards to health arise out of the
physical environment of the home and out of
the social dynamics of the life within it. The
tranislation of this knowledge into constructive
fanmily action implies health education, for
wlhich trained personnel of the health depart-
ment should be able to offer knowledge, skills,
and materials, as well as assistance through
staff development programs in the welfare de-
partment.

In each of the categories of public assistance
administered through the local welfare agency,
there are opportunities for health department
participation in identification of needs, in plan-
ning, in consultation, in the provision or coordi-
i)ation of services. Identifying and planininlg to
meet rehabilitation needs of parents of recipi-
ents of aid to dependent children, tuberculosis
screening for recipients of old age assistance,
and consultation on problems among recipients
of aid to the permanently and totally disabled
are examples of services now provided in a few
places by State and local public lhealth depart-
ments.
As to general medical care, every welfare

agency has one or more opportunities to tell its
clients about services available and to encourage
their intelligent use. There should also be op-
portunities to define the objectives of the medi-
cal care program to the providers of service and
to assure that the program can function so as
to achieve its objectives.
A positive approach to medical care, as dis-

tinguished from preoccupation with disease
treatment, will emphasize prevention, early
diagnosis, prompt treatment, and active re-
habilitation. Such an approaclh will encourage
appropriate nise of the plhysician's services

rather tlhani impress upon the client that "he
mllust niot seek the doctor's help unless he abso-
lutely needs it." Health department repre-
sentatives, serving among other members of a
meedical advisory committee, can help to develop
and foster a positive approaclh to the miiedical
care program.

In some instances, the health department's
personnel and services may be all, or part, of
the medical care program. Unfortunately, we
have found that even when the health depart-
ment is responsible for the general medical care
program, a positive approach does not auto-
matically ensue.
The current emphasis on extension of welfare

department services beyond caslh assistance im-
plies a continuing increase in the health respon-
sibilities of welfare agencies: services for un-
miaiiedimothers. for dependemit aind foster chil-
dren, for the aged, and, in some communities,
for families at large; and services directed at
prevention of juvenile delinquency, control of
alcoholism, or at the maintenance and improve-
ment of standards of institutional care. In
defining the objectives of these programs and
in developing ways to attain their goals, wel-
fare and health departments mieed to pool their
knoowledge. This is reason enough for getting
together.

3. An increosed awcreness of the sccial and eco-
nomic needs cf persons coming to the attention of the
health department and a clear understanding cf
the responsibilities, the potential activities, and the
limitations cf both agencies in support of people
with such needs.
The welfare department has a right to expect

that the health department is prepared to make
referrals appropriate in content and time.
Comiversely, the healtlh department lhas the right
to expect appropriate referral for the services
it offers. But this right is not fulfilled auto-
matically. Public health nurses may have a
hard time relinquishing part of their respomisi-
bility for patients, as caseworkers may for their
clients. Successful referral programs provide
administrative support and assurance througl
lniowledge of personnel and operations, that
the best interests of their patients or clients will
be served by referral. Regular contact between
the agencies concerned is needed to make this
possible.
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4. The development cf the necessary policy and
procedures to cchieve improved health and welfare
services without duplicaticn when several agencies
are involved.

Maniy functions of welfare departments
touch those of the health department. And
"touch" is often about as far as the relationship
goes. This is true particularly when institu-
tionall inspection and licensure are assigned the
welfare department and the lhealth department
is assigned responsibility for the sanitation in-
spection. This latter function rarely extends
bevond the determination of techniical compli-
aince with the law and its regulations. The
standards of nursing home care appear to have
beeni markedly improved, however, in those
States and counties where healtlh and welfare
department cooperation has been consciously
organized. Crippled children's services, the
tuberculosis control program, and rehabilita-
tioii services for adults likewise are improved
whlere there are mutual responsibilities.
Examples of cooperative activities directed

toward this goal range from organized referral
procedures and a policy of using interagency
case conferences to written contracts for the
provision of specified services unider stated con-
ditions and to mutual study of long-range needs
anid support of legislation.
When these objectives of joint activity are

reaclhed, efficient operationiwill be assured, and
the potential for better service, where responsi-
bility overlaps, will be recognized. Each agency
will be sensitive to the needs, and aware of the
resources, lying outside of its own area of
service.
To date, in the words of former Surgeon Gen-

eral Parran (24) ". .. In the tremendous prob-
lem of providing [health services] for the indi-
gent, the social welfare agencies have taken the
lead, largely because health departments have
been unwilling or unable to accept this as a di-
rect responsibility. The situation, however, is
somewhat analogous to the relation of the health
officer to the public water supply. He must
know the needs for an adequate supply of po-
table water. He champioins the provision of
such a supply. He sees to it that the water plant
is properly operated, even though this may
be done by anotlher branelh of the city govern-

ment. This is the minimum responsibility
which the health department should assume,
both for the public water supply and for the
public medical service needed by those un-
able otherwise to provide it. In fact, the health
department slhould be instigator of and friend
to all useful activities for the conservation of
life and healtlh. For if hlealth officers do not
recognize their responsibility, using all the
metliods given us by science, to organize com-
munity attacks upon the causes of ill lhealth,
the public health profession will revert to the
ancient status of sanitary police, and other
public medical agenicies will be established to
deal with the major health problems of today
and tomorrow. We may be sure such problems
will be dealt with."
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